Background: The purpose of this study was to investigate the influence of muscle mass and bone mineral density on markers of mobility in dwelling elderly women.
Background
The changes in body composition associated with aging represent potential conditions that favor functional limitations [1] . Musculoskeletal alterations trigger limitations in mobility [2] , which also extend to restrictions on the participation in daily activities, difficulties in implementing self-care tasks and absenteeism [3] , resulting in higher dependence [4] with negative effects on the quality of life of older adults [5, 6] .
Loss of muscle mass and low bone mineral density are considered as indications of functional decline [7] . The association between sarcopenia and osteoporosis may be due to the combination of various etiologic factors, such as mechanical aspects; denervation; mitochondrial dysfunction; vitamin D deficiency; low levels of testosterone, estrogens, sulfate of dihydroepiandrostenedione (S-DHEA) and insulin growth factor I (IGF-I); inflammation (elevated IL-6 and TNF-α); and decreased food intake [8, 9] .
Modifications of the morphophysiological muscle tissue favor decreases in mass, strength and muscle function, which impacts mobility, increases the risk of falls and contributes to fragility [9] . There are variations in the loss of muscle mass according to the age, gender and ethnicity; however, this process starts at approximately 45 years old and, above 80 years old, sarcopenia is present in more than 50% of the elderly population [10] .
Another important aspect of the body composition related to advanced age refers to the imbalance between bone formation and resorption that may result in decreased bone mass. Considered as a disease that is associated with bone remodeling, osteoporosis results in greater fragility of the bone tissue and increases the risk of falls and fractures in the elderly population [11, 12] .
Loss of mobility is one of the major consequences of the deterioration of the musculoskeletal system. Elderly people with restrictions on their mobility have higher rates of falls, chronic disease, dependency, institutionalization and death [13] . Within this framework, we highlight the importance of assessing sarcopenia through measures of physical performance, with the purpose of preventing or delaying the onset of frailty, disability and mortality among the elderly population [7, 9, 14] .
Changes in the body composition related to aging are related mainly to decreases in muscle mass and bone mass. In this sense, the purpose of this study was to investigate the influence of muscle mass and bone mass on the functionality and, specifically, on markers of mobility in elderly patients.
Methods

Subjects
This cross-sectional study included 99 elderly women ≥ 65 years old, who were living in Campinas-SP, Brazil. In order to obtain a non-institutionalized sample with a heterogeneous body composition, we chose to include elderly women who were randomly recruited in a clinical environment and in the community from three different sources: 1) community-dwelling elderly participants in a survey about frailty in elderly Brazilians (Study FIBRA Campinas); 2) elderly individuals recruited from the Reference Center on Aging Health (CRI); and 3) ambulatory elderly individuals from the Rheumatology Department of a public hospital in the city.
We excluded elderly individuals who had severe cognitive impairment that would hinder the examinations, patients with functional limitations that prevented ambulation and patients with inflammatory rheumatic diseases. The exclusion was based on the evaluation of the rheumatologist responsible for the assessment, the statement of the elderly people or their caregiver and/or the observation of the researcher. This study was approved by the Ethics Committee of UNICAMP with protocol number 913/2009.
Sociodemographic and anthropometric data
The investigation included the following variables: age, education, weight, height and body mass index (BMI, calculated according to height/weight 2 , following the categorizations of the World Health Organization) [15] : underweight (<18.5), normal (18.5-24.9), overweight (25.0-29.9), and obese (> 30.0).
Health conditions
Patients self-reported the presence of the following chronic conditions: cardiovascular disease, stroke, diabetes, hypertension, arthritis or rheumatism, lung disease, cataracts, depression and thyroidopathy. Health conditions were classified into two categories, i.e., ≤4 or >4 diseases. The reporting as to the use of medications assessed the use of ≤4 or >4 medications per day.
Gait speed
This test represented a geriatric assessment instrument and indicated the functions of daily life activities. The Gait speed showed the time taken to travel a distance of 4.6 meters. Patients would walk a total distance of 4.6 meters, with the initial 2 m and final 2 m disregarded when calculating the time spent in motion (acceleration and deceleration time). Three measurements were performed, and their average value was calculated [16, 17] .
Functional testing of mobility and dynamic balance "Timed Up and Go" (TUG)
This test is an effective method to evaluate the mobility and quantify the locomotor performance [18] , and it is a predictor of the risk of falls and of the dynamic equilibrium of the elderly people [19] . The individual is requested to rise from a chair (45 cm) and walk as quickly and safely as possible for 3 m in a straight line and then walk back to the chair and sit as in the initial position. Literature categorizes this test on three levels from the run time: ≤10 seconds (TUG 1); between 10.01 and 20 s (TUG 2); and over 20.01 s (TUG 3) [14] ; however, this research considered the time of the test as a continuous variable.
Densitometry with dual-emission X-ray absorptiometry (DXA)
All subjects were evaluated with the Body Dual X-ray Absorptiometry (DXA) software version 4.7 (GE/Lunar Radiation), model DPX-IQ. These analyses were performed by an operator who was blinded to the study objectives. This imaging technique evaluates body composition (muscle, fat and bone mass) [14] . For our study, we analyzed muscle mass and bone mineral density, which allowed the diagnoses of sarcopenia, osteopenia and osteoporosis.
The participants were categorized into two groups by checking their muscle mass: normal or with sarcopenia. In order to calculate the sarcopenia, we applied the following formula: appendicular muscle mass/height 2 (aLM/h 2 ). The cutoff used in this research was 5.45 kg/m 2 [8, 10] .
In relation to bone mineral density, we calculated the total bone mass as the individual value obtained by Total-BMD1 (g/cm 2 ) and Total-Adult2 (T-score). Following the standardized diagnostic criteria suggested by WHO, the participants were separated into three groups with respect to the number of standard deviations (SD) of the T-score: normal (more than −1 SD), osteopenia (−1 SD to −2.5 SD) and osteoporosis (less than -2.5 SD) [20] .
In order to perform this examination, the elderly patients were requested to interrupt the use of medications with calcium 48 hours before the test.
Statistical analysis
We determined the descriptive statistics. In order to examine the relationship between muscle mass and bone mineral density with mobility tests (gait speed and TUG), we applied the Spearman correlation coefficient and ANCOVA (adjusted for aged and comorbidity). For the univariate and multivariate regression analysis, stepwise criterion for variable selection, we identified the factors associated with mobility. In this analysis, we considered the following variables: age, sarcopenia, bone mass, BMI, comorbidities and medication. The level of significance for statistical tests was 5% or P < 0.05. Statistical analysis was used with the SAS System for Windows (Statistical Analysis System), version 8.02.
Results
The descriptive analysis of the sample is presented in Table 1 . This research included a sample of 99 elderly women with ages ≥ 65 years old (mean of 73.03 years old ± 6.51). The average number of years of schooling was 3.86 years (± 3.57); 66.67% of the sample was not married, and 66.67% reported their race as Caucasian. When considering the health conditions of women, 71.72% described themselves as having four or less diseases, and 28.28% had more than four diseases. Regarding the use of drugs administered, 45.45% used up to four medications a day, while 54.55% used more than four medications a day.
The body composition analysis indicated an average BMI of 29.12 kg/m 2 (±7.02). When investigating muscle mass, we found that 68.69% of the participants not presented with sarcopenia, and the average value of muscle mass found in the sample was 7.44 kg/m 2 (±1.33). In relation to total bone mass, 42.42% did not show any changes in their bones, 36.36% had osteopenia and 21.21% had been diagnosed with osteoporosis.
The descriptive statistics reported regarding the execution time of the mobility tests showed that the average gait speed was 6.06 (±2.94), while for the TUG test, the average speed of the studied participants was 13.89 (±5.58).
The correlation between the variables of sarcopenia and bone mineral density with mobility tests (gait speed and TUG) showed a significant relationship only between sarcopenia and TUG (r = 0.277, P = 0.006), i.e., the lower the muscle mass, the greater the value observed in the TUG test performance ( Table 2 ). The analysis of covariance in Table 3 adjusted for aged and comorbidity, showed a significant association between sarcopenia and gait speed (P = 0.0102) and TUG (P = 0.0027). In Table 4 the analysis of covariance multiple for gait speed and TUG, controlling for age and comorbidities indicated association between sarcopenia and gait speed (r 2 = 0.0636, P = 0.0018) and TUG (r 2 = 0.0898, P = 0.0027).
The univariate logistic regression analysis, which was used to study the relationship of factors associated with poorer performance on mobility tests, found that gait speed was statistically significantly correlated only with advanced age. Using a univariate analysis, it was also found that the TUG test showed significant correlation with the variables of BMI and sarcopenia ( Table 5 ).
The results of the multivariate analysis with stepwise criterion for variable selection for gait speed found that age was associated with a worse performance on this test. We found that elderly women of an increased age had a higher risk for lower performance in gait speed, with the risk of poor performance increasing by 8.1% for each year of age, (Table 6 ).
By highlighting the TUG test, the result of the multivariate analysis showed that age and BMI were associated with lower performance of the functionality of the lower limbs. The elderly women who had a worse performance on the test (and thus, were at higher risk) had an increased age (each year of age increased the risk by 11.1%) and BMI (overweight patients had 7.8 times greater risk of mobility limitation, and obese patients had 7.5 times greater risk) ( Table 6 ).
Discussion
The aging process is characterized by a gradual decline in the physical function [9] ; however, it is not entirely clear whether the reduction in the physical function is the exclusive result of changes in body composition [1] . Epidemiological studies have shown inconsistent results when examining the influence of muscle mass and bone mineral density on physical performance in older adults [1, 21, 22] .
Therefore, this research examined the influence of muscle mass and bone mass on the functionality of the lower limbs and found a correlation among components of the body composition and mobility in the elderly patients. In the investigated sample, the lower muscle mass was associated with reduced physical performance on the gait speed and TUG test. This finding is extremely important because muscle mass represents a modifiable physiological parameter, which can be altered through interventions.
Considered as a metabolic and functional component, the body composition undergoes important changes with age, which are expressed mainly by negative variation in fat-free mass and positive variation in fat mass [23] , with repercussion on the physical performance in the old age [1] . Thus, a decreased mobility is strongly associated with changes in the body composition, restrictions in participation and increased risk of hospitalization. Physical limitation is a strong predictor of reduced quality of life in the old age [24, 25] .
Evidence suggests that changes in the body composition contribute to the onset and progression of the disability in the elderly patients [8] . Shin et al. [1] found that fat-free mass is an independent predictor of functional capacity limitation. Reid et al. [13] added that muscle mass is strongly associated with muscle strength and mobility in individuals with advanced age, that is, less muscle mass in the lower extremities indicates greater risk of a decline in mobility.
A survey conducted by Frisoli et al. [8] , which analyzed studies on the cross-sectional area of the muscles of the lower limbs, found that elderly patients in the lowest quartile for this component of body composition were more likely to have mobility limitations. In addition, low muscle mass was also linked with worse balance and an increased risk of falls and disability.
With age, there is a change in the composition of muscle tissue and a consequent change in muscle function. This effect triggers loss of type I muscle fibers and a marked reduction in type II muscle fibers, resulting in decreased muscle strength that affects the performance of everyday tasks, such as getting up from a chair, climbing stairs, and reorganizing the body posture after a loss of balance [9] .
However, when applied to multivariate analysis, an association between TUG performance with age and BMI was found; only age represented a risk factor for gait speed. In our study, the influence of age in the mobility was similar to the results from other surveys [19, 24] . According to Hayes and Johnson [19] , there is a tendency for the execution time for mobility to increase considerably with advancing age. Among the possible causes related to aging that interfere with locomotion are loss of balance, decreased range of motion [26] , presence of depressive symptoms and decline in cognitive functions [18, 19] .
Considering the age, this is a variable associated with sarcopenia, lower bone mineral density and, therefore, it is an indication of osteopenia and osteoporosis [8, 14, 15] . Therefore, the result found by this research may indicate that the assessment of relative sarcopenia (muscle mass adjusted for appendicular body mass) is clinically and physiologically more relevant when compared with absolute sarcopenia (appendicular muscle mass adjusted for height) as a stronger indicator of mobility performance in elderly women [7] . Our research has shown BMI as a risk factor for lower performance in mobility on the TUG test. Despite controversies with regard to BMI and lean mass and bone mass, as independent variables, and also limiting the use of BMI as an indicator of fat mass, studies indicate an association between BMI and the physical performance in the elderly people [1, 22] . A study [22] conducted in Hong Kong in 4,000 elderly communities observed that the group of older people with normal weight (BMI = 18.5-22.9 kg/m2) needed less time to perform the 6 m walking test compared with other BMI groups. According to the authors, this result suggests the influence of fat mass on functional limitation in elderly people.
Bohannon et al. [27] also indicated a significantly negative relationship between physical function and anthropometric parameters, such as BMI, waist circumference and waisthip ratio. In the Nutrition and Function Study, elder and obese patients were twice as likely to have lower performance when analyzing the function of the lower limbs [28] .
The findings regarding mobility tests which were analyzed in this study may indicate the influence of other variables related to the aging process that contribute to *OR (odds ratio) = ratio of risk for poor performance (n = 73 with good performance and n = 25 with worse performance); CI 95% OR = 95% interval of confidence for the risk ratio. Stepwise criterion for variable selection; n = 98. **OR (odds ratio) = ratio of risk for poor performance (n = 24 with TUG 1 (≤10 s), n = 59 with TUG 2 (10.01 -20 s) and n = 13 with TUG 3 (over 20.01 s)). Proportional hazards model. CI 95% OR = 95% interval of confidence for the risk ratio. Stepwise criterion for variable selection; n = 96.
the decline in physical performance [8] , for example, BMI [1, 22] , fat mass [22, 27] , balance and visual disorders, medications and comorbidities [1] . This study had some limitations. It is necessary that other investigations with larger samples clarify whether sarcopenia, osteopenia and osteoporosis in isolation are associated with poor performance on mobility tests or whether the relationship exists only with the interaction of minor muscles and low mineral density bone. It is also important that other studies analyze the impact of fat infiltration within the muscle tissue due to the extent to which this interpretation represents a better predictor of physical performance in older adults. Furthermore, were included elderly with chronic diseases, among them some that can affect body composition, such as thyroid.
